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LETTER TO THE EDITOR
Diagnosis of placental abruption: a legal issue for physicians
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Introduction
Obstetrician–gynecologists are frequently exposed to mal-
practice claims. One of the most frequently seen type of
medical malpractice involves cases of misdiagnosis, or the
failure to promptly diagnose placental abruption.
Nevertheless, despite heightened awareness, placental abrup-
tion still remains unpredictable and unpreventable. The
diagnosis is usually made clinically and confirmed by gross
or histologic examination of the placenta, however, it may be
occult and may go undiagnosed until after delivery. Most
cases of placental abruption occur before the onset of labor in
low-risk pregnancies and are not predictable with regard to
maternal reproductive risk factors. Current antepartum
methods of detecting utero-placental problems, including
Doppler ultrasonography, are not effective in prenatal
prediction of placental abruption. Using clinical criteria and
ultrasound evaluation the diagnosis is made prior to delivery
in only 62% of cases so that430% may go undiagnosed until
examination of placenta after delivery.
Placenta abruption (also known as abruption placentae),
defined as a premature separation of a normally implanted
placenta, is one of the more serious problems that can occur
during pregnancy, labor and delivery [1]. This is an obstetric
emergency, with an overall prevalence rate of 1%, in which
the placenta separates from the lining of the uterus, depriving
the fetus of oxygen and nutrients, and potentially causing
severe hemorrhage into the decidua basalis with higher risk of
maternal and fetal morbidity and mortality [1,2].
Obstetrician–gynecologists are frequently exposed to mal-
practice claims [3,4]. Approximately 77% of the ob/gyns
surveyed by the American College of Obstetricians and
Gynecologists (ACOG) in 2012 said they had been named in a
malpractice suit during their careers [5]. One of the most
frequently seen type of medical malpractice involves cases of
misdiagnosis, or the failure to promptly diagnose placental
abruption, with a very high number of cases of placental
abruption management errors and high average monetary
settlement for each cases [5].
The diagnosis of placental abruption is clinical,
while ultrasound scan and conventional electronic fetal
heart monitoring (i.e. cardiotocography) are tools with
limited use.
Clinic
Placental abruption may be suspected in pregnant women
with vaginal bleeding and/or abdominal pain, history of
trauma, as well as in those who present with unexplained
preterm delivery. About 10% of abruption presents with only
occult bleeding. Occasionally the presenting sign is fetal
death [6]. The presence of risk factors, including prior
placental abruption, hypertensive disorders, smoking,
cocaine, multiple gestation, elevated maternal serum alpha-
fetoprotein (MS-AFP), subchorionic hematoma, prior cesar-
ean section, is highly suspicious for placental abruption [7].
However, nearly 50% of women with placental abruption have
no identifiable risk factors [7].
Ultrasound examination
An ultrasound examination is useful primarily in the exclu-
sion of placenta previa o vasa previa. The accuracy of
ultrasound in the diagnosis of placental abruption is530%
[8]. So while ultrasound is very helpful in ruling out other
causes of vaginal bleeding, it lacks the sensitivity needed to
reliably detect placental abruption [8]. However, a positive
finding is associated with more aggressive management and
worse neonatal outcome [8]. In addition, the Doppler
ultrasonography is not effective in prenatal prediction of
placental abruption [7].
Cardiotocography
It is known that a variety of non-reassuring fetal heart rate
patterns, including late decelerations and bradycardia, occur
with placental abruption and nonlinear dynamic indices are
qualitatively different from normal pregnancy but conven-
tional fetal heart rate parameters are no significantly different
and the overall detection rate of cardiotocography in the
diagnosis of placental abruption is very low [9].
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In summary, despite heightened awareness, placental
abruption remains unpredictable and unpreventable. The
diagnosis is usually made clinically and confirmed by gross
or histologic examination of the placenta, however, it may be
occult and may go undiagnosed until after delivery [1]. Most
cases of placental abruption occur before the onset of labor in
low-risk pregnancies and are not predictable with regard to
maternal reproductive risk factors. Current antepartum
methods of detecting utero-placental problems, including
Doppler ultrasonography, are not effective in prenatal
prediction of placental abruption. Using clinical criteria and
ultrasound evaluation the diagnosis is made prior to delivery
in only 62% of cases so that430% may go undiagnosed until
examination of placenta after delivery [1]. This raises the
question of malpractice claims for failure to promptly
diagnose placental abruption [5].
In a malpractice claim, the patient is always the loser, the
lawyer the winner and the physician often devastated by the
patient’s ingratitude. To keep a successful lawsuit for a
medical error four key elements must be proved: duty, breach
of duty, causation and damages. Since this may be difficult to
do, the lawyers have subtly brought in a new approach, the
maloccurrence. The maloccurence is defined as a bad
outcome unrelated to the quality of care provided. In this
case, the lawyers need not prove the four key elements to win
a malpractice lawsuit. For example, several maloccurence
case for misdiagnosis of placental abruption, were wined in
the last few years. Women, and maybe also the judges, should
understand that physicians cannot predict the future, and that
many diagnoses, such as the diagnosis of placental abruption,
which is discussed above, could be difficult, if not impossible.
How one is to avoid legal issues in placental abruption cases
is still subject of debate [3,5]. The medical malpractice and
maloccurrence crisis could soon be translated into a health
delivery service crisis.
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